SUMMARY Fifty two patients with psoriatic spondyloarthropathy were monitored prospectively over a mean of 57 months (range 30-107). A comprehensive protocol was used to assess clinical and radiological features of disease activity and severity. Serial radiographs showed a significant increase in the number of patients with syndesmophyte formation and sacroiliitis. In contrast, there was no significant increase in the number of patients with inflammatory neck pain or stiffness, back pain or stiffness, cervical spine limitation, or sacroiliac tenderness. Similarly, there were no significant changes in any of the direct or indirect measurements of thoracolumbar spine mobility. The presence of HLA-B27 did not appear to influence disease progression. These results suggest that although patients with psoriatic spondyloarthropathy have radiological progression of their disease, this remains clinically silent and does not compromise spinal mobility.
HLA status, on the progression of spinal disease is unknown.
The aim of the present study was to examine clinical and radiological features of spinal disease prospectively in a large group of patient enrolled in a long term evaluation of psoriatic arthritis. Particular attention was paid to changes in spinal mobility and their correlation with radiological progression and HLA status.
Patients and methods
In 1978 a psoriatic arthritis clinic was established at Women's College Hospital, Toronto. All patients enrolled in the clinic fulfilled the currently accepted criteria for psoriatic arthritis,-namely, the presence of an inflammatory arthropathy, usually rheumatoid factor negative, associated with psoriasis.' 1 Patients are evaluated on a regular basis using a comprehensive data retrieval protocol, the details of which have been published elsewhere .12 This protocol is used to monitor accurately clinical, radiological, and laboratory features of overall disease activity and severity. Particular care is taken to exclude other possible causes of articular symptoms, such as fibrositis and degenerative disc disease. The present study includes those patients who showed clinical or radiological evidence of spinal disease at their initial assessment, and in whom there was a minimum follow up of 30 months. The duration of follow up was arbitrarily selected in an attempt to obtain a clinically meaningful interval between assessments. Although most patients had several evaluations over the period of study, the data presented here are confined to the initial and final assessments.
Patients were included if any one of the following criteria were fulfilled: inflammatory neck pain or stiffness, inflammatory back pain or stiffness, or clinical sacroiliitis. The last was recorded by either the Gaenslen test (eliciting pain in the sacroiliac area when the patient's leg is allowed to drop over the edge of the examining table while the other leg is flexed), the Patrick-fabere test (eliciting pain in the sacroiliac area when pressure is applied to the pelvis on one side and to the flexed knee on the other, while the hip is placed in extreme flexion, abduction, and external rotation), or by direct pelvic compression. 13 Radiological criteria included the presence of sacroiliitis, as defined by stages 1-4 of the New York criteria,'4 or mar inal or paramarginal syndesmophytes, or both. Marginal syndesmophytes were recorded if the vertebral ossifications arose from the edge of the vertebral body and formed a fine vertical bridge,7 1 and paramarginal syndesmophytes were described when the ossification arose away from the edge of the vertebra and was broad and coarse.9 Syndesmophytes were distinguished from osteophytes in that the latter, which originate from the cartilaginous end plate in response to degeneration of the disc, are wider, horizontally oriented, and are associated with narrowed disc spaces. '5 Paramarginal syndesmophytes were also distinguished from diffuse idiopathic skeletal hyperostosis (DISH) in that the latter condition occurs in four or more consecutive vertebrae, involves primarily the right side of the thoracic spine, and is associated with normal sacroiliac joints.'6 All radiographs were read by at least two rheumatologists. There was complete agreement between the readers in the films of 49 of the 52 patients, and a consensus was achieved for the remaining three films. One of the rheumatologists read all the films on two separate occasions, without knowing the identity of the patients. Table 2 shows the number of patients fulfilling the different selection criteria. Thirty four patients had symptoms of inflammatory spinal disease. Inflammatory neck pain or stiffness and inflammatory back pain or stiffness were present in 22 and 25 patients respectively, while 13 patients had both neck and back symptoms. Clinical evidence of sacroiliitis was present in nine patients. Twenty two patients had syndesmophytes at one or more spinal levels, which were frequently in a 'spotty' asymmetric distribution. Twenty patients had syndesmophytes in the thoracolumbar spine, 14 had disease in the cervical spine, two of whom had isolated cervical spine syndesmophytes. Twelve patients had marginal syndesmophytes only, five patients had paramarginal syndesmophytes only, and the remaining five patients had a combination of both. Definite radiological sacroiliitis, as defined by stage Back stiffness 23 19 Sacroiliitis (clinical) 9 3 *Number of patients is shown. Table 3 shows the changes in symptoms of spinal disease over the period of study. There was little change in the number of patients with cervical spine symptoms. The number of patients with inflammatory back pain and stiffness and clinical sacroiliitis fell, but this did not reach statistical significance. Table 4 summarises the changes in spinal mobility over the same period. The number of patients with restricted cervical spine mobility did not change significantly. Similarly, thoracolumbar mobility was unaltered as reflected by almost identical measurements for finger to floor distance, 10 cm segments test, finger to fibula distance, and chest expansion at both assessments.
In contrast with the preservation of spinal mobility, serial radiographs showed radiographic progression of spinal disease; Table 5 summarises these findings. Follow up films were unavailable for six patients, which accounts for the numerical discrepancies between Tables 2 and 5 . Syndesmophytes, predominantly in the thoracolumbar spine, appeared for the first time over the study period in six patients. An additional three patients, who had syndesmophytes at multiple levels at their initial assessment, also showed progression of syndesmophyte formation over the study period. This progression included the formation of syndes- sion was equally common for marginal and paramarginal syndesmophytes. Sacroiliitis also progressed significantly over the study period. variables of spinal disease in the entire study group, there was a possibility that changes might have occurred in various subgroups of patients, such as those with radiological progression or the longest duration of follow up. Therefore, to ensure that such changes were not being overlooked, in particular with regard to spinal mobility, the data were reanalysed. Firstly, those patients who developed symptoms of spinal disease or who showed radiological progression over the study period were identified. With the exception of one patient who developed 'a classic 'bamboo spine', there were no significant changes in any index of spinal mobility in either group. Similarly, when the effects of other potentially confounding variables, such as patient age, age at onset of arthritis, disease duration, and the duration of follow up, were examined there was no divergence from the data already presented. There was no correlation between any HLA antigen, including HLA-B27, and changes in clinical variables of spinal disease. Table 6 summarises the influence of HLA-B27 on the radiological progression of spinal disease. There was no difference in the progression of sacroiliitis between the HLA-B27 positive and negative groups. Progression in cervical spine syndesmophyte formation was more common in HLA-B27 negative patients, whereas thoracolumbar syndesmophyte formation occurred more frequently in HLA-B27 positive patients. The number of patients involved was small, however, and these differences did not reach statistical significance. The design of the psoriatic arthritis clinic at our hospital has been described in detail elsewhere.'2 21 The clinic population reflects the spectrum of manifestations of psoriatic arthritis owing to the wide based source of referrals, the rigorous exclusion of other causes of arthropathy, and the use of an identical comprehensive protocol to evaluate all patients. In a previous report of the first 220 patients enrolled in the clinic the prevalence of psoriatic spondyloarthropathy was 33%.12 The present study of 52 (a prevalence of 24%) patients excludes those whose follow up was less than 30 months' duration. Although the presence of spinal disease in psoriatic arthritis has been reported with variable frequency, most large studies have reported a prevalence in the range of 20-40%,1-4 in keeping with our own findings. The slight male predominance of our patients has also been noted by others.'
An important finding in our study was 
